Proceedings of the Royal Society of Medicine 66 are more often examined by X-rays than normal cases. Other lesions have been reported such as bronchiectasis and interlobar effusions [4, 5, 6] .
(b) Radiological.-A fine convex line runs down from the right apex, curving downwards and inwards with the convexity outwards, to end just below the level of the first costal cartilage in a dense, comma-shaped shadow. This was first found in an X-ray picture and described by Wessler and Jaches [1] . There are many variations in the shape of the curved line.
(c) Anatomical.-First described in 1778 by Wrisberg; occasionally called " Lobe of Wrisberg." A fold, called the meso-azygos consisting of two layers of parietal pleura with the vena azygos major lying in the free edge, cuts off an accessory lobe of the lung. The azygos lobe is supplied by a small branch of the eparterial bronchus [2] [3].
(d) AEtiology.-It has been suggested that this is not a congenital primary defect of the lung, because the bronchus is not a separate branch of the main trunk [3] . There are, however, cases on record in which there was no eparterial bronchus and no upper lobe. A theory has been propounded that it is-a defect in the development of the vena azygos major from the posterior cardinal vein. In the fotus the posterior cardinal vein lies well out on the heads of the ribs and receives a branch from the upper limb, called the posterior marginal vein. Before descent of the heart, this latter vein should atrophy, and thus allow the posterior cardinal veinto be drawn medially. If the posterior marginal vein fails to atrophy the posterior cardinal vein is fixed and the parietal pleura is drawn into a fold, thus marking off an accessory lobe of the lung [4] .
(e) Frequency.-No definite statistics have been found, though Nelson and Simon suggest that it occurs in 1 in 1,000 persons [9]. One of us (P. J. K.) has recently been investigating its incidence, and has so far found that it occurs much more frequently than this; up to date 1 in 175 or 200 cases examined. 9 NELSON, H. P., and SIMON, G., Brit. Med. Tourn., 1931 (i), 9. 10 LE BOuRDEmLts and JALET, "S La tuberculose du lobe azygos," 1933.
Aortic Aneurysm and ? Syphilis of the Lung: Further Report on Case previously shown."-F. E. SAXBY WILLIS, M.D.
In this case there is undoubted radiological evidence of a general aneurysmal dilatation of the thoracic aorta and the result of the serological tests proves that this is of syphilitic origin. The Wassermann reaction in 1930 was strongly positive, in 1931 positive and in 1934 weakly positive.
During the four years that the patient, now aged 57, has been under observation and treatment there has been an improvement as regards symptoms, but the size of the aneurysm has increased. The skiagrams also show evidence of an interstitial fibrosis in the region of the right hilum, with elevation of the right side of the diaphragm and adhesions, and this evidence, taken in conjunction with the physical signs over the right lung and the comparative mildness of the associated pulmonary symptoms, are consistent with the clinical picture of a syphilitic interstitial fibrosis of the right lung. The treatment given has consisted of two courses of intramuscular arsenic,
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and iodide of potash intermittently throughout. There has been an undoubted improvement with regard to symptoms, as a result of treatment, although the patient still has attacks of an atypical bronchitis, with little sputum, but a good deal of dyspncea. Apart from these, pain beginning over the precordia, and radiating down the left arm is the chief symptom. The combination of aortic aneurysm with pulmonary syphilis seems to be rare. F. G., male, aged 32. Came to the out-patient department complaining of flatulence of five days' duration. History of suspected pulmonary tuberculosis two years previously; had spent three months in a sanatorium. Had also had double pneumonia and measles.
Condition on examination.-Large heart with normal sounds, a rough systolic murmur and an occasional diastolic murmur in the mitral area. Heart rate 54; pulsation in veins of neck appeared to be normal. Kyphosis. Knee-jerks and ankle-jerks absent. Plantar responses extensor. Fibrillary tremor in peroneal muscles. Later, an electrocardiogram showed complete heart block, so that the diastolic murmur noted previously was almost certainly an auricular beat. The patient's father had well-marked peroneal muscular atrophy, and it is probable that the son's neurological complaint should be placed in the same group.
A few days later he began to have typical Stokes-Adams attacks, and on admission these were occurring every quarter of an hour. They have been fairly well controlled by injection of 7 minims of adrenalin every four hours.
Blood-urea is 33 mgm. per 100 c.c. Wassermann reaction negative. Both feet were mottled with patches of cyanosis. The veins of the affected foot and leg were dilated. Both feet were of the same temperature and remained so after exposure.
The fourth and fifth toes of the left foot were plum-coloured on the dorsum, the the discoloration extended to the base of the toes, and on the plantar aspect it reached proximally about 3 cm. from the toes. The toes were insensitive to light touch. The only artery to be felt pulsating in the left lower limb was the femoral, while on the unaffected side the dorsalis pedis and the posterior tibial could be felt.
Patient was kept in bed for eight days without any special treatment. The
